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OBJECTIVE

Obesity andmetabolic syndrome are associatedwithmajor adverse cardiovascular
events (MACE). However, whether distinct metabolic phenotypes differ in risk for
coronary artery disease (CAD) and MACE is unknown. We sought to determine the
association of distinct metabolic phenotypes with CAD and MACE.

RESEARCH DESIGN AND METHODS

We included patients from the Prospective Multicenter Imaging Study for Eval-
uation of Chest Pain (PROMISE) who underwent coronary computed tomography
(CT) angiography. Obesity was defined as a BMI ‡30 kg/m2 and metabolically
healthy as less than or equal to one metabolic syndrome component except
diabetes, distinguishing four metabolic phenotypes: metabolically healthy/
unhealthy and nonobese/obese (MHN, MHO, MUN, and MUO). Differences in
severe calcification (coronary artery calcification [CAC] ‡400), severe CAD (‡70%
stenosis), high-risk plaque (HRP), and MACE were assessed using adjusted logistic
and Cox regression models.

RESULTS

Of 4,381 patients (48.4% male, 60.56 8.1 years of age), 49.4% were metabolically
healthy (30.7%MHNand 18.7%MHO) and 50.6% unhealthy (22.3%MUNand 28.4%
MUO). MHO had similar coronary CT findings as compared with MHN (severe CAC/
CAD and HRP; P > 0.36 for all). Amongmetabolically unhealthy patients, those with
obesity had similar CT findings as compared with nonobese (P > 0.10 for all).
However, both MUN and MUO had unfavorable CAD characteristics as compared
withMHN(P£0.017 forall). A total of 130eventsoccurredduring follow-up (median
26months). Compared withMHN,MUN (hazard ratio [HR] 1.61 [95% CI 1.02–2.53])
but notMHO (HR 1.06 [0.62–1.82]) orMUO (HR 1.06 [0.66–1.72]) had higher risk for
MACE.

CONCLUSIONS

In patients with stable chest pain, four metabolic phenotypes exhibit distinctly
different CAD characteristics and risk for MACE. Individuals who are metabolically
unhealthy despite not being obese were at highest risk in our cohort.
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Metabolic syndrome (MetS) components,
including arterial hypertension, diabetes,
and hyperlipidemia, are established risk
factors for cardiovascular disease (CVD)
and major adverse cardiovascular events
(MACE) and are closely linked to obesity
(1,2). However, the association of distinct
metabolic phenotypes and coronary ar-
tery disease (CAD) characteristics is un-
known, and the role of obesity as risk
modifier in the absence of MetS is con-
troversial (3,4).
To account for the fact that obesity

alone may not reflect the actual meta-
bolic health state, the termmetabolically
healthy obesity (MHO)was introduced to
characterize patients with obesity with-
out metabolic alterations. Use of this
definitiondistinguishes fourdistinctmet-
abolic phenotypes: MHO, metabolically
healthy and unhealthy nonobese (MHN
and MUN, respectively), and metaboli-
cally unhealthy obese (MUO), based on:
1) MetS components, and 2) a BMI ,30
or $30 kg/m2 for western populations.
Conflicting data, predominantly deriv-

ing from population-based cohorts focus-
ing on MHO, have reported on whether
metabolic phenotypes are associated
with a higher risk of CVD and MACE
(3–6). So far, a limited number of studies
evaluated the association of metabolic
phenotypes and coronary computed to-
mography (CT) and CT angiography (CTA)
findings. Coronary CT provides a nonin-
vasive, precise evaluation of severity and
extent of CAD and is increasingly used in
the workup for patients with stable or
acute chest pain, and its role has been
emphasized by current guidelines (7,8).
Screening programs in asymptomatic

South Korean individuals suggest that
MHO is associated with higher risk for
prevalent coronary artery calcification
(CAC) and CAD (9–11). These studies,
however, do not reflect a western pop-
ulation and investigated individuals with
lowrisk forCVD.The roleofobesityas risk
modifier for CAD characteristics and fu-
ture MACE in metabolically healthy or
unhealthy individuals has not been stud-
ied in patients with intermediate or high
risk for CVD.
We therefore aimed to investigate the

association of distinct metabolic pheno-
typesandcoronaryCTcharacteristics in the
Prospective Multicenter Imaging Study
for Evaluation of Chest Pain (PROMISE)
trial. This cohort provides the unique
opportunity to investigate a detailed

core laboratory–based CAD assessment
in a large symptomatic cohort, in
which .90% were at intermediate or
high risk for CVD according to the Fra-
mingham risk score and 68% had an
atherosclerotic CVD (ASCVD) risk score
of $7.5%.

RESEARCH DESIGN AND METHODS

Patient Population
We enrolled all patients from the PROM-
ISE trial who underwent CTA and had
interpretable scans. The study protocol
has previously been described in detail.
In short, 10,003 individuals with stable
chest pain, whose physicians considered
noninvasive cardiovascular testing, were
includedand randomizedona1:1 ratio to
either functional stress test or anatomic
testing using CTA. The median follow-up
was 25months, and use of initial CTA did
not change clinical outcomes compared
with stress testing, defined as composite
of death, myocardial infarction, hospital-
ization for unstable angina, or major
procedural complication (12).

For this analysis, we only included
patients assigned for initial CTA (n 5
4,996) excluding those in whom: 1) an-
other test was performed as first test
(n5 154), 2) no CTAwas performed (n5
156), 3) CTA was not available for core
laboratory reads (n 5 130), 4) image
quality was nondiagnostic in core labo-
ratory reads (n 5 136), and 5) data on
BMI was missing (n 5 39). The final
cohort, thus, comprised 4,381 individuals
for this analysis (Fig. 1).

All patients gave written informed
consent, and the Institutional Review
Board approved the study protocol.

Definitions of Obesity and Metabolic
Health
Definitions for MetS components were
adapted fromcurrent recommendations.
Wedefinedbeingmetabolically unhealthy
as presence of diabetes or hypertension
and hyperlipidemia. Hypertensionwas de-
fined as a blood pressure$140/90mmHg
onat least twooccasions ($130/80mmHg
for patients with diabetes or chronic kid-
ney disease) or requiring antihypertensive
therapy. Diabetes was defined as a history
of diabetes, an elevated fasting blood
glucose $126 mg/dL (7 mmol/L), or the
need for antidiabetic medication. Hyper-
lipidemia was defined as an elevated tri-
glyceride level ($150mg/dL) or cholesterol
level (total cholesterol $200 mg/dL

[5.18 mmol/L], LDL $130 mg/dL [3.37
mmol/L], or HDL ,40 mg/dL [1.04 mmol/
L] in men and,50 mg/dL [1.30 mmol/L]
in women) or cholesterol-lowering agents.
Smoking was defined as current or past
smoking.

All patients with diabetes, irrespective
of additional risk factors, were consid-
ered metabolically unhealthy. Obesity
was defined as a BMI $30 kg/m2, as
recommended by the World Health Or-
ganization. Figure 1 displays patient
stratification into four distinct metabolic
phenotypes: metabolically healthy non-
obese (MHN) and obese (MHO) and met-
abolicallyunhealthynonobese (MUN)and
obese (MUO). Waist circumference was
not included due to previously described
collinearitywith BMI (13) and lack of data.

In an exploratory step, we defined
metabolically healthy as absence of
any MetS components (MHN-II and
MHO-II) and metabolically unhealthy
as one or more MetS components
(MUN-II and MUO-II).

CT
CT scans were performed on 64-slice or
greater multidetector scanners across
193 enrolling sites in North America.
Detailed protocols have been reported
elsewhere (12). CAC was defined as
regions of $130 Hounsfield units in
the coronary artery system on noncon-
trast scans. CAC burden was stratified
according to Agatston score (AS) into
none (AS 0), mild (AS 1–99), moderate
(AS 100–400), and severe (AS .400).

We used CTA core laboratory reads as
previously described (14). Nonobstruc-
tiveCADwasdefinedas lumennarrowing
of,50%, obstructive CAD as$50%, and
severe CAD as $70% in any coronary
artery segment or$50% in the left main
coronary artery.

High-risk plaque (HRP) features were
defined as at least one of the following:
napkin-ring sign (ringlike peripheral higher
attenuation with central low CT attenua-
tion), positive remodeling (remodeling in-
dex.1.1), low attenuation plaque (mean
Hounsfield units,30), and spotty calcium,
as previously reported (14,15). The seg-
ment involvement score (SIS) and the
CT-adapted Leaman score were calculated
as previously described (16,17).

Statistical Analysis
Baseline characteristics are presented as
total numbers and percentages aswell as
means and SDs. Differences of baseline
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characteristics among the metabolic
phenotypes were described using the
Kruskal-Wallis and Fisher exact test
(across all groups) and the Student t
test orWilcoxon rank sum test and Fisher
exact test when comparing two groups
(MHN compared with MHO and MUN
compared with MUO).
We used logistic regression models to

investigate theassociationbetweenmet-
abolic phenotypes and 1) severe CAC, 2)
severe CAD, and 3) HRPs.
Cox regression models were used to

identify the prognostic value of the dis-
tinct metabolic phenotypes using a com-
positeendpointofdeath,nonfatalmyocardial
infarction, and hospitalization for unsta-
ble angina.
MHNwas set as reference group for all

regressionanalyses,whichwereadjusted
for age, sex, smoking, and total choles-
terol. In a secondary step, MUN was set
as reference group to investigate the
effect of obesity among metabolically
unhealthy individuals.
In an exploratory step, we additionally

performed analyses using BMI as con-
tinuous variable instead of the binary

information obese/nonobese to investi-
gate differences among metabolically
healthy and unhealthy individuals.

All P values are two-sided and consid-
ered significant at the nominal 0.05 level.
All statistical analyses were performed
using Stata 14.2 (StataCorp LP, College
Station, TX).

RESULTS

Baseline Characteristics
The baseline characteristics of 4,381
patients (60.5 6 8.1 years old; 51.6%
female) are displayed in Table 1, strat-
ified by metabolic phenotypes. In total,
2,163 (49.4%)weremetabolicallyhealthy
(MHN: n 5 1,345 [30.7%]; MHO: n 5
818 [18.7%]) and 2,218 (50.6%) meta-
bolically unhealthy (MUN:n5 975 [22.3%];
MUO: n 5 1,243 [28.4%]).

Among metabolically healthy individ-
uals, those with obesity were younger
(58.66 7.6 vs. 60.26 8.3 years old; P,
0.001), more frequently had a sedentary
lifestyle (51.1% vs. 38.9%; P, 0.001) and
hypertension (47.6% vs. 28.1%; P ,
0.001), but had lower rates of hyperlip-
idemia (37.5% vs. 46.6%; P, 0.001). We

observed a similar pattern for obese
versus nonobese patients among meta-
bolically unhealthy subjects in terms of
age (60.16 7.8 vs. 62.96 8.6 years old;
P , 0.001), sedentary lifestyle (57.4%
vs. 47.1%; P, 0.001), and hyperlipidemia
(89.4% vs. 92.2%; P 5 0.028). Patients
with diabetes (n 5 896; 20.5%) pre-
sented more frequently with severe cal-
cification (AS .400; 19.2% vs. 11.7%),
severe CAD (8.0% vs. 5.8%), and HRP
(54.4% vs. 48.4%) as compared to pa-
tients free of diabetes (P, 0.05 for all).

Across the fourmetabolic phenotypes,
we found significant racial differences,
with lower rates of racial or ethnic mi-
norities among metabolic healthy and
higher rates in metabolically unhealthy
individuals (MHN: 19.1%; MHO: 19.6%;
MUN:28.1%; andMUO:23.4%,P,0.001
for all).

Coronary CT Findings
Coronary CT findings are summarized in
Table 2. On noncontrast CT scans, CAC
was present (AS .0) in 2,892 (66.0%),
and in 507 (11.6%), AS was .400. On
CTA, 2,256 (51.5%) patients were diag-
nosedwith nonobstructive CAD, 336 (7.7%)
with obstructive CAD, 273 (6.2%) with
severe CAD, and 2,175 (49.6%) had HRP.
Across all patients,mean Leaman score and
SIS were 5.0 6 5.0 and 3.7 6 3.9,
respectively.

In general, MHN and MHO shared
similar CAD findings, as did MUN and
MUO (Fig. 2). By logistic regression anal-
ysis adjusting for age, sex, smoking, and
total cholesterol (Supplementary Table
1), MHO had a similar likelihood as MHN
for presence of severe CAC (adjusted
odds ratio [adj. OR] 1.06 [95% CI
0.75–1.49]; P 5 0.743), severe CAD
(adj. OR 1.22 [0.82–1.81]; P 5 0.335),
and HRP (adj. OR 1.04 [0.86–1.25]; P 5
0.671). Among metabolically unhealthy
individuals, patients with obesity also
had similar odds for severe CAC (adj.
OR 1.22 [0.94–1.58]; P 5 0.137), severe
CAD (adj. OR 1.07 [0.77–1.50]; P 5
0.674), and HRP (adj. OR 1.03 [0.86–
1.24]; P 5 0.735) as compared with
nonobese patients.

However, both MUN and MUO had
unfavorable CT findings as compared
with MHN (severe CAC: adj. OR 1.84
[1.39–2.44] and 2.29 [1.75–3.00], P ,
0.001 for both; severe CAD: adj. OR 1.53
[1.08–2.17], P 5 0.017 and 1.61 [1.15–
2.17],P50.005;HRP: adj. OR1.39 [1.16–

Figure 1—Flow diagram of study population.
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1.66] and 1.44 [1.22–1.70], P, 0.001 for
both).
Investigating BMI as a continuous vari-

able instead of binary classification based
on a 30 kg/m2 threshold, we found no
influence of BMI on severe CAC, severe
CAD, and HRP in adjusted analyses (P .
0.15 for all) (Supplementary Table 2).
Also, adjusting logistic regressionmodels
additionally for race (model A), statin
treatment (model B), and sedentary life-
style (modelC)didnot influenceourmain
findings (Supplementary Table 3).
Using an extreme definition of meta-

bolically healthy, defined as absence of
anyMetS component, we found a similar
trend (Supplementary Table 4). MHO-II
had similar CT findings compared with
MHN-II (P.0.16 for all),whereasMUN-II
andMUO-II had significantly higher odds
for an unfavorable CT phenotype as
compared with MHN-II. Among patients
with one or more MetS components,
obesity was associated with a higher

risk for severe CAC (adj. OR 1.26
[1.02–1.56]; P 5 0.032) but not with a
higher risk for severeCADorHRP (MUO-II
vs. MUN-II: adj. OR 1.10 [0.84–1.43], P5
0.485 and adj. OR 1.06 [0.93–1.22], P 5
0.373, respectively).

Outcome
Duringamedianfollow-upof26months,a
total of 130 (3.0%) events occurred, in-
cluding 25 nonfatal myocardial infarc-
tions, 47 hospitalizations for unstable
angina, and 60 deaths. Kaplan-Meier
estimates revealed significant differen-
ces in survival across metabolic pheno-
types (log-rank, P 5 0.042) (Fig. 2). By
Cox regression analysis adjusting for age,
sex, smoking, and total cholesterol (Sup-
plementary Table 5), MHO was at no
higher risk for the combined end point
compared with MHN (adjusted hazard
ratio [adj. HR] 1.05 [95% CI 0.61–1.81];
P 5 0.862). MUN but not MUO had
higher event rates as compared with

MHN (adj. HR 1.60 [1.02–2.52], P 5
0.041 and adj. HR 1.03 [0.64–1.67], P 5
0.892, respectively). Among metabolically
unhealthy subjects, patients with obesity
had a significantly lower risk for MACE
compared with nonobese patients on a
univariable level (HR 0.56 [0.37–0.93]; P5
0.024). This effect was attenuated after
adjustment for age, sex, smoking, and total
cholesterol, however, with a similar trend
(adj. HR 0.65 [0.41–1.03]; P 5 0.068).

BMI as a continuous variable had no
statistically significant effect on the com-
bined outcome in both the metabolically
healthy and unhealthy subgroup (Supple-
mentary Table 6). Supplementary Table 7
displays additional adjustment of Cox
regression models for race (model A),
statin and aspirin treatment at day 60
(modelB),andsedentary lifestyle (modelC).
In all of these models, MUNwas the only
groupwith a significant, or trend toward,
higher risk compared with MHN (adj. HR
formodel A: 1.62 [1.03–2.55], P5 0.037;

Table 1—Clinical baseline characteristics stratified by metabolic phenotypes

Clinical parameters
MHN

(n 5 1,345)
MHO

(n 5 818) P value
MUN

(n 5 975)
MUO

(n 5 1,243) P value

Age (years), mean 6 SD 60.2 6 8.3 58.6 6 7.6 ,0.001 62.9 6 8.6 60.1 6 7.8 ,0.001

Male sex, n (%) 673 (50.0) 412 (50.4) 0.894 453 (46.5) 579 (46.6) 0.966

BMI (kg/m2), mean 6 SD 25.7 6 2.9 34.9 6 4.5 ,0.001 26.4 6 2.6 35.6 6 4.6 ,0.001

Racial or ethnic minority, n (%) 256 (19.1) 159 (19.6) 0.778 272 (28.1) 290 (23.4) 0.014

Cardiac risk factors
Hypertension, n (%) 378 (28.1) 389 (47.6) ,0.001 893 (91.6) 1,144 (92.0) 0.755
Diabetes, n (%) 0 (0.0) 0 (0.0) d 303 (31.1) 593 (47.7) ,0.001
Hyperlipidemia, n (%) 627 (46.6) 307 (37.5) ,0.001 899 (92.2) 1,111 (89.4) 0.028
Family history of premature CAD, n (%) 443 (33.1) 249 (30.6) 0.235 305 (31.3) 435 (35.1) 0.069
Peripheral or cerebrovascular disease, n (%) 45 (3.4) 26 (3.2) 0.901 80 (8.2) 69 (5.6) 0.016
Current or former tobacco use, n (%) 719 (53.5) 427 (52.2) 0.594 487 (50.0) 600 (48.3) 0.441
Sedentary lifestyle, n (%) 522 (38.9) 417 (51.1) ,0.001 458 (47.1) 714 (57.4) ,0.001
History of depression, n (%) 233 (17.3) 156 (19.1) 0.326 183 (18.8) 289 (23.3) 0.010
Mean combined Diamond-Forrester and Coronary Artery

Surgery Study risk score* 52.1 6 21.0 51.7 6 21.7 0.665 55.4 6 21.1 53.5 6 21.3 0.038
ASCVD risk score 10.7 6 8.2 10.5 6 7.4 0.424 18.3 6 13.1 17.5 6 13.2 0.149

Relevant medication, n (%)
Aspirin 468 (37.8) 327 (42.8) 0.031 481 (50.3) 620 (50.5) 0.931
ACE inhibitor or ARB 195 (15.8) 235 (30.7) ,0.001 557 (58.2) 807 (65.7) ,0.001
b-Blocker 175 (14.1) 168 (22.0) ,0.001 297 (31.0) 393 (32.0) 0.643
Statin 364 (29.4) 186 (24.3) 0.013 619 (64.7) 741 (60.3) 0.037

Primary presenting symptom, n (%)
Chest pain 1,027 (76.5) 599 (73.2) 0.100 700 (71.8) 891 (71.7) 1.000
Dyspnea on exertion 157 (11.7) 121 (14.8) 0.040 141 (14.5) 204 (16.4) 0.215
Others 159 (11.8) 98 (12.0) 0.945 134 (13.7) 147 (11.8) 0.198

Type of angina, n (%) 0.532 0.988
Typical 127 (9.4) 89 (10.9) 125 (12.8) 157 (12.6)
Atypical 1,050 (78.1) 632 (77.3) 761 (78.1) 971 (78.1)
Nonanginal pain 168 (12.5) 97 (11.9) 89 (9.1) 115 (9.3)

Racial or ethnic minority group was self-reported, with the status of “minority” being defined by the patient. A family history of premature CAD was
defined as diagnosis of the disease in amale first-degree relative before 55 years of age or in a female first-degree relative before 65 years of age. ARB,
angiotensin receptor blocker. *Combined Diamond-Forrester and Coronary Artery Surgery Study risk scores range from 0 to 100, with higher scores
indicating a greater likelihood of obstructive CAD.
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modelB: 1.52 [0.92–2.49],P50.101; and
model C: 1.53 [0.97–2.41], P 5 0.069).
Consistent with the main analysis, MUO
was at lower risk for events than MUN
(adj. HR for model A: 0.64 [0.49–1.02],
P 5 0.061; model B: 0.66 [0.40–1.08],

P50.098; andmodelC: 0.62 [0.39–0.99],
P 5 0.047).

Supplementary Table 8 displays the
influence of the number of MetS com-
ponents on coronary CT findings and the
composite end point. Whereas a gradual

increase in adverse CT findings could be
observed with an increasing number of
MetS factors, this association was not
observed for the composite end point of
nonfatalmyocardial infarctions, hospital-
izations for unstable angina, and death.

Table 2—Baseline coronary CT findings according to metabolic phenotypes

Coronary CT findings
MHN

(n 5 1,345)
MHO

(n 5 818) P value
MUN

(n 5 975)
MUO

(n 5 1,243) P value

Noncontrast CT, n (%) 0.080 0.917
Normal CAC (AS 0) 527 (44.7) 327 (46.2) 278 (32.2) 357 (32.7)
Mild CAC (AS 1–100) 340 (28.8) 228 (32.2) 262 (30.4) 340 (31.1)
Moderate CAC (AS 101–400) 200 (17.0) 92 (13.0) 170 (19.7) 214 (19.6)
Severe CAC (AS .400) 112 (9.5) 61 (8.6) 153 (17.7) 181 (16.6)

Plaque observed on CTA, n (%)
None 526 (39.1) 333 (40.7) 0.469 286 (29.3) 371 (29.9) 0.815
Any plaque 819 (60.9) 485 (59.3) 0.469 689 (70.7) 872 (70.2) 0.815
Calcified 107 (8.0) 60 (7.3) 0.619 66 (6.8) 124 (10.0) 0.007
Noncalcified 58 (4.3) 33 (4.0) 0.825 33 (3.4) 37 (3.0) 0.625
Mixed 654 (48.6) 392 (47.9) 0.756 590 (60.5) 711 (57.2) 0.118
HRP 619 (46.0) 364 (44.5) 0.504 542 (55.6) 650 (52.3) 0.123

Stenosis observed on CTA 0.099 0.174
No CAD (0%), n (%) 526 (39.1) 333 (40.7) 286 (29.3) 371 (29.9)
Nonobstructive CAD (1–49%), n (%) 663 (49.3) 407 (49.8) 506 (51.9) 680 (54.7)
Obstructive CAD ($50%), n (%) 90 (6.7) 34 (4.2) 107 (11.0) 105 (8.5)
Severe CAD ($70%*), n (%) 66 (4.9) 44 (5.4) 76 (7.8) 87 (7.0)
Leaman score 4.4 6 4.9 4.0 6 4.6 0.032 5.9 6 5.4 5.5 6 5.2 0.056
SIS 2.3 6 2.7 2.1 6 2.7 0.106 3.2 6 3.1 3.1 6 3.1 0.221

CAD-RADS 0.198 0.106
CAD-RADS 0 519 (38.6) 330 (40.3) 276 (28.3) 362 (29.1)
CAD-RADS 1 446 (33.2) 267 (32.6) 281 (28.8) 412 (33.2)
CAD-RADS 2 224 (16.7) 143 (17.5) 235 (24.1) 277 (22.3)
CAD-RADS 3 90 (6.7) 34 (4.2) 107 (11.0) 105 (8.5)
CAD-RADS 4 55 (4.1) 39 (4.8) 54 (5.5) 67 (5.4)
CAD-RADS 4b and 5 11 (0.8) 5 (0.6) 22 (2.3) 20 (1.6)

Metric data are displayed as mean6 SD. CAD-RADS, CAD reporting and data system; CAD-RADS 0, no plaque/stenosis; CAD-RADS 1, 1–29% stenosis;
CAD-RADS 2, 30–49% stenosis; CAD-RADS 3, 50–69% stenosis; CAD-RADS 4a, 70–99% stenosis; CAD-RADS 4b and 5,$50% left main coronary artery
stenosis or $70% stenosis in three vessels or total occlusion. *$70% in any coronary artery or $50% in the left main coronary artery.

Figure2—A: Kaplan-Meierestimatesdemonstrating significantdifferencesbetweenmetabolicphenotypes inevent-freesurvival usinga compositeend
point of death, nonfatal myocardial infarction, and hospitalization for unstable angina, with higher event rates among MUN (log-rank across all four
metabolic phenotypes, P 5 0.042). B: Metabolic phenotypes exhibit different CAD phenotypes. In patients with stable chest pain, obesity does not
increase risk for unfavorable CAD characteristics or cardiovascular events. ORs and HRs are adjusted for age, sex, smoking, and total cholesterol.
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CONCLUSIONS

In this large prospectively studied cohort
with stable chest pain, core laboratory
CTA analysis, and adjudicated events, we
report threemainfindings. Firstly, distinct
metabolic phenotypes exhibit different
CAD characteristics and subsequent risk
forMACE. Secondly, obesity alonewas not
associated with unfavorable CT findings
and did not significantly increase risk for
MACE among metabolically healthy or
unhealthy individuals. Thirdly, amongmet-
abolically unhealthy individuals, only non-
obese patients were at higher risk for
events.
The biggest strength of our study is the

systematic CAD characterization on CTA
in patientswith stable chest pain across a
wide spectrum of cardiometabolic risk.
The role of coronary CT is increasingly
emphasized by current guidelines, both
in the setting of primary prevention (18)
and in symptomatic patients with stable
or acute chest pain (7,8). In contrast to
functional stress testing, detection of
nonobstructive CAD on CTA may addi-
tionally improve risk stratification and
identify individuals eligible for statin
therapy (19).

Obesity and Metabolic Health
Obesity is an epidemic burden, affect-
ing .90 million adults in the U.S. (20),
and by 2030, the estimated prevalence
ofobesity is 48.9% (21). There is universal
agreement that obesity is associated
with an increased risk for CVD and
MACE. However, this may be driven
by its risk for and coexistence with
MetS components, including hyperten-
sion, hyperlipidemia, and diabetes (1–4).
This is also reflected by that fact that
obesity is not incorporated in quantita-
tive risk assessment tools such as the
ASCVD risk score (22) or the Framingham
Risk Score (23).
We previously reported in the PROM-

ISE cohort that the level of obesity had an
impact on the physicians’ preferred func-
tional test and that thediagnostic yield of
CTA was less adversely affected by obe-
sity compared with nuclear myocardial
perfusion imaging (24). Also, increasingly
obese patients had obstructive CAD
less frequently than predicted by their
health care providers and a better clin-
ical outcome (25). Among patients with
diabetes, aCTA strategy resulted in fewer
MACE compared with those without di-
abetes (26).

The association of distinct metabolic
phenotypes with CAD characteristics or
CV outcome, however, has not been
evaluated. The present analysis is the first
to comprehensively investigate the inter-
action of obesity and metabolic health
status in patients with stable chest pain.

Metabolic Healthy Phenotypes and
Cardiovascular Risk
Most community-based studies showed
that obesity, irrespective of metabolic
health state, is associated with adverse
cardiovascular outcome, including the
Framingham Heart Study (27) and data
from the UK Biobank (28), whereas other
authors report conflicting results (29). In
symptomatic intermediate or high-risk
patients, limited data on the association
of metabolic phenotypes and outcome
are available. Registry data from 1,118
patients referred for CTA found no as-
sociation of metabolic phenotypes on
MACE, whereas MetS was an indepen-
dent predictor for reduced event-free
survival (6). Also, in 8,397 patients
with stable CAD, MHO had no significant
effect on cardiovascular death during a
4-year follow-up period. Interestingly, in
that study, MUO had a lower relative risk
for cardiovascular death as compared
with MUN (30). This is in line with our
findings that MHO was at no higher risk
for MACE compared with MHN and that,
among metabolically unhealthy individ-
uals, patients with obesity had a trend
toward better outcomes as compared
with nonobese. Failure to reach the
significance level could result from a
limited number of events in our cohort
(n5 130). However, when adjusting our
Cox regression model additionally for
race and sedentary lifestyle, MUO was
at significantly lower risk for events
compared with MUN.

A paradoxically benign effect of obe-
sity on outcome has been reported in
heart failure (31), CAD (32), and cancer
(33). This “obesity paradox” describes a
protective effect of a higher BMI once a
disease is established, although obesity
per se is a risk factor for developing the
disease. Of note, other studies did not
find a protective effect of obesity in
patients with CAD (34). Several explan-
ations for the obesity paradox have been
proposed, including a lack of cachexia,
higher muscle mass and metabolic re-
serve, and protective cytokines among
patientswith obesity (35). Notably, other

factors have been discussed as potential
confounders, including a more aggres-
sive therapy regimen in patients with
obesity (36) and a lead-time bias, de-
scribing the phenomenon that CVD oc-
curs at younger age in obese individuals
when they have fewer comorbidities
compared with nonobese subjects (37).
Indeed, MUO patients were younger
than MUN in our study. However, MUO
did not have more favorable character-
istics in termsofcomorbidities; incontrast,
diabetes was significantly more prevalent
among MUO compared with MUN. Of
note, we cannot exclude a selection
bias, caused by a potentially earlier onset
of disease and death at younger age,
preventing these patients from being in-
cluded in PROMISE.

Regardless of possible confounding
factors, PROMISE data capture a real-
life scenario of symptomatic patients in
which MUO showed a lower risk for
MACE compared with MUN, consistent
with previous reports of the obesity
paradox, although not statistically signif-
icant after adjustment for age, sex, smok-
ing, and total cholesterol.

Metabolic Phenotypes and CAD
So far, a limited number of studies eval-
uatedtheassociationofMHOandcoronary
imaging findings, primarily in asymptom-
atic community cohort settings. In both
healthy South Korean individuals and in a
study of 1,107 participants of the Framing-
ham Heart Study, MHO was associated
withhigher risk for subclinicalCACandCAD
(9–11,27). In contrast, our results suggest
that MUN, but not MHO and MUO,
carries a higher risk for prevalent severe
CAC and severe CAD as compared with
MHN. These differences may be primarily
due to differences in the population (stable
chest pain vs. screening), cardiovascular
risk profile (lower CVD risk), and ethnicity
of the cohorts (9–11,38). PROMISE targeted
a population at intermediate or high risk
forCVDwith amedianASCVDscoreof 11.
Moreover, patients had to present with
symptoms suggestive of CAD and were
recommended to undergo noninvasive
testing by their physicians. In addition,
inclusion criteria were an age of .54
years inmen (or45yearswithat leastone
risk factor) or .64 years in women (or
50 years and at least one risk factor).

Supporting this hypothesis that differ-
ences in the study populations are the
culprit for conflicting findings are the
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results of a retrospective registry of 1,118
symptomatic patients referred to coro-
nary CTA, which, similar to our results,
found that an increasing BMI is associated
with MetS components but not with CAD
severity (6). Also, among 77 patients with
acute chest pain in the Rule Out Myocar-
dial Infarction by Computed tomography
Angiography Trial (ROMICAT), MetS was
associated with the presence and extent
of atherosclerotic plaques, independent
of BMI and other risk factors (39). A large
international registry of patients without
known CAD undergoing CTA found that
diabeteswas associatedwith higher prev-
alence and extent of CAD compared with
propensity-matched individuals without
diabetes (40), which is in line with our
findings.
However, the current study goes be-

yond the separationofBMI andMetSand
is the first to comprehensively charac-
terize the CAD characteristics in four
distinct metabolic phenotypes (based
on both BMI and metabolic health).

Limitations
Several limitations merit comment. In
PROMISE, the overall MACE rate was
low, limiting the strengths of our obser-
vations. Our findings, consistent with the
obesity paradox,may be confounded by a
lead time and/or a selection bias. Also, we
did not measure waist circumference,
which is used for the definition of
MetS, and waist-to-hip ratio, both of
which may carry additional information
for risk stratification in patients across
metabolic phenotypes. However, a collin-
earity between waist circumference and
BMI was previously shown; hence, the
value ofwaist circumference in context of
distinct metabolic phenotypes is ques-
tionable and not used by most authors
(5,13). Furthermore, our study does not
reflect the full spectrum of obesity, as
patients with a BMI .40 kg/m2 were
excluded from the PROMISE trial to in-
crease likelihood of diagnostic image
quality of testing. Given a limited follow-up
of a median of 26 months, we cannot
assess the long-term impact ofmetabolic
phenotypes in these patients beyond
our observation period.

Conclusion
Our findings show that primarily metabolic
health status, but not obesity, is associated
with adverse CAD findings in symptomatic
patients. Health care professionals and

patients should pay special attention in
case of a metabolically unhealthy status
despite the lack of obesity.
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